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Abstract
Purpose of Review To evaluate recent developments in the management of hypertension in obese pregnant women.
Recent Findings The mainstay of management targets prevention of hypertension with preconception counselling, entering
pregnancy with a lower BMI, limiting weight gain, and taking low-dose aspirin to prevent pre-eclampsia from before 16 weeks’
gestation. There are conflicting results regarding the use of metformin in reducing hypertensive disease, but there is a high
probability that it has a role to play. Clinical trials are in progress examining the use of statins in preventing pre-eclampsia, with
promising results from pre-clinical trials. Home blood pressure monitoring may be helpful in diagnosing and monitoring the
control of hypertension.
Summary The most protective interventions against hypertensive disease in obese pregnant women are entering pregnancy at a
lower BMI, avoiding inter-pregnancy weight gain, and taking low-dose aspirin during pregnancy. Further research is needed
around the use of metformin, statins, and home blood pressure monitoring.
Keywords Hypertensionmanagement . Obese . Pregnant
Introduction
Obesity is associated with an increasingly huge impact on
healthcare globally. Its effect in pregnancy has both imme-
diate and long-term implications on the maternal and child
health. The prevalence of obesity in the UK population is
increasing, and it is estimated that approximately 1 in 20
pregnant women have a body mass index (BMI) of over
35 kg/m2 [1]. This not only represents a huge challenge to
maternity services, but also represents a sizeable financial
burden at a time when healthcare funding is continually
being cut [2]. There has been a concerted effort to try to
reduce obesity levels in the general population given the
mounting evidence that it is associated with multiple co-
morbidities, including diabetes, cardiovascular disease, hy-
pertension, gastro-intestinal disease, and psychiatric mor-
bidities [3]. There is now also a growing body of evidence
that, during pregnancy, there is a significant effect on the
offspring’s health, increasing their likelihood of stillbirth,
requiring admission to the neonatal unit, being large for
gestational age, and being obese themselves as children
[1, 2]. Efforts have focused on preconception counselling,
limiting weight gain during pregnancy, exploring pharma-
cological options, and improving blood pressure monitor-
ing in order to prevent and better manage hypertensive
disorders associated with obese pregnant women.
Obesity in Pregnancy
In the most recent Health Survey for England, the prevalence
of adult obesity was 27% in women, with 4% of women being
morbidly obese. This means that their body mass index, cal-
culated by taking into account their height and their weight, is
above 30 kg/m2 or above 40 kg/m2, respectively [4]. This
translates into an increasing number of obese women falling
pregnant and is associated with a higher prevalence of co-
morbid conditions and both maternal and fetal complications
(Fig. 1) [1].
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Morbidity and mortality are incrementally higher with each
increase in BMI category, subdivided into Class I (> 30 kg/m2),
Class II (> 35 kg/m2), Class III or morbid obesity (> 40 kg/m2),
and super-morbid obesity (> 50 kg/m2). The prevalence of
women with a BMI above 35 kg/m2 who gave birth beyond
24 weeks gestation is 5%, with 2% being in the Class III
category and 0.2% being the super-morbid obesity catego-
ry [1, 3, 4]. Women in the higher BMI categories had a
significant increase in the incidence of pregnancy-induced
hypertension, pre-eclampsia, and severe pre-eclampsia [1].
Systematic reviews have concluded that there is a direct rela-
tionship between obesity and pre-eclampsia with a 3 to 10
times increase in the risk in obese women [5]. This, in turn,
impacts negatively on the likelihood of spontaneous vaginal
delivery without instrumentation and increases the rate of cae-
sarean section, postpartum haemorrhage, longer hospital
stays, neonatal admissions, stillbirths, and infant death [1].
Longer term, there is a life-long risk of cardiovascular disease
in both the mother and the offspring. This includes hyperten-
sion, ischaemic heart disease, and stroke with some studies
finding a two to eightfold increase in the risk of developing
cardiovascular disease following a pregnancy complicated by
pre-eclampsia [5, 6]. It is clear that a holistic and multi-faceted
approach is key in ensuring the optimal management of the
obese hypertensive pregnant woman, in order to reduce the
immediate and long-term health implications for both the
mother and offspring.
Preconception Counselling
Cardiovascular disease is associated with a number of modi-
fiable risk factors including smoking, hypertension, hyperlip-
idaemia, sedentary lifestyle, and insulin resistance [6, 7].
Women of childbearing age contemplating pregnancy repre-
sent a window of opportunity to target these risk factors. By
optimising their health prior to pregnancy, they benefit from
improved fertility, more uncomplicated pregnancies and de-
liveries, healthier offspring, and better long-term health, both
physical and mental [5]. Many women are unaware of the
implications obesity has on their health and their fertility.
Educating them about the lifestyle changes that can optimise
their chances of a successful pregnancy can aid them in mak-
ing informed decisions about timing their conception. The aim
of improving their fertility can act as a positive driving force to
introduce and maintain those lifestyle changes [5, 8, 9].
The main objective is to encourage women to achieve a
BMI within the normal range of 18.5–24.9 kg/m2 [3, 10].
However, a reduction in pre-pregnancy BMI of even 10%
has been shown to reduce the risk of pre-eclampsia by 10%
[11]. The timing of this counselling needs to be explored as
this is information that potentially needs to be disseminated
from a young age in order to tackle rising obesity rates well
before the point of falling pregnant [10]. There is an associa-
tion between weight reduction around the time of conception
and adverse perinatal outcomes such as low birth weight, pre-
term delivery, and longer-term health implications in offspring
like cardiovascular disease, impaired glucose tolerance, ob-
structive airways disease, schizophrenia, and breast cancer
as adults [10, 12]. Therefore, women undergoing bariatric
surgery are encouraged to wait 1–2 years before falling preg-
nant in order to avoid the period of most rapid weight loss and
malabsorption [10].
Unfortunately, the availability of preconception services
and women’s engagement with these services is lacking.
According to the organisational survey of UKmaternity units,
only 6% of obstetric units offer preconception services to
women with a BMI over 30 kg/m2 [1]. Even where the ser-
vices exist, less than half of the women, it is designed to reach,
engage with them [9]. This does not take into account the
Fig. 1 The prevalence and impact of obesity in pregnancy
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advice given in the primary care setting, but this does high-
light the need for more opportunities to provide individualised
preconception counselling to obese women planning to get
pregnant.
Weight Gain
Many studies have focused on the effects of weight gain dur-
ing pregnancy and during the inter-pregnancy interval. Weight
gain during pregnancy has been associated with an increased
risk of developing gestational diabetes, large for gestational-
age babies, insulin resistance in the offspring, and stillbirths,
but also can increase the BMI in the postpartum period leading
to increased BMI in subsequent pregnancies [10, 13, 14].
When looking at hypertensive disorders, excessive weight
gain during pregnancy has been associated with increased
risks of developing gestational hypertension and pre-
eclampsia [15, 16]. The difficulty arises that although women
are advised to avoid excessive gestational weight gain, no
intervention has currently been found that significantly re-
duces maternal and fetal adverse outcomes. The UPBEAT
study looked at the clinical outcomes of obese pregnant wom-
en after supporting them with health trainer–led sessions to
improve diet and physical activity. Unfortunately, these be-
havioural interventions did not significantly reduce the risk
of pre-eclampsia or any other adverse outcomes [17]. A sim-
ilar study in Australia found that support through a dietician
and setting goals for dietary change and exercise did not sig-
nificantly impact the incidence of hypertensive disease in
pregnancy either [18].
There is now more focus on trying to avoid weight gain in
between pregnancies. It seems that entering pregnancy with a
healthier BMI is associated with better immediate and long-
term outcomes [5, 10, 14, 16]. The inter-pregnancy weight
gain is directly linked to an increased risk of developing hy-
pertensive disease in subsequent pregnancies. For gestational
hypertension and for pre-eclampsia, the risk increases with
increasing BMI with a relative risk of 2.24 and 1.64 for a
BMI increase of 3 kg/m2 respectively (Table 1) [14]. It is also
related to an increased risk of hypertensive disease later in life
[6, 10]. It is therefore essential to target women in the postnatal
period in order to educate them and support them to achieve
their weight loss goals and not carry the weight through to the
next pregnancy or later in life [16].
Aspirin
The use of aspirin in pregnancy has been put forward in order
to try to prevent a number of adverse pregnancy outcomes,
including preterm deliveries, intrauterine fetal growth restric-
tion, miscarriages, and stillbirths. The most common use of
aspirin in pregnancy is to reduce the risk of pre-eclampsia or to
delay its onset [16, 19]. Given the association of obesity with
all of the aforementioned adverse outcomes, aspirin has been
recommended for use in women with a BMI over 35 kg/m2
who have at least one other moderate risk factor for pre-
eclampsia [20].
The optimal dose of aspirin is yet to be ascertained, with an
initial recommendation of having 75 mg once a day [21]. It
was found that there was a 10% reduction in the risk of pre-
eclampsia when taking a dose of at least 75 mg once a day and
that this benefit was lost when aspirin was started after
20 weeks gestation [22, 23]. Further to this, it was noted that
the maximal beneficial effect was obtained if aspirin was
started before 16 weeks’ gestation [24]. A dose-dependent
benefit was also observed and, as a result, the ASPRE study
was set up across 13 countries in order to determine the effect
of 150 mg of aspirin daily started at between 11 and 14 weeks’
gestation and continued until 36 weeks’ gestation. There was a
significant reduction in the occurrence of preterm pre-
eclampsia in women with singleton pregnancies who were
found to be at high risk of pre-eclampsia with an odds ratio
of 0.38 (see Table 2). Specifically, there was a reduction of
new-onset hypertension with proteinuria. There were, howev-
er, no significant differences in the development of preterm or
term gestational hypertension without proteinuria [25].
The safety of the use of aspirin has been well documented
with no negative maternal or perinatal outcomes and only
10% of women experiencing gastro-intestinal discomfort
[22]. It is therefore now a widely used and widely recom-
mended treatment for the prevention of pre-eclampsia.
Metformin
There is conflicting data supporting the use of metformin as a
treatment for hypertensive disorders in pregnancy. It is widely
used to treat gestational diabetes and is considered safe for use
in pregnancy [26]. Metformin is a drug that increases tissue
sensitivity to insulin, thus lowering glucose levels in the
blood. It inhibits gluconeogenesis in the liver and improves
uptake of glucose into the skeletal muscles and fat cells, but
has also been linked with improved cardiovascular function
and is nephro-protective [27].
The EMPOWaR study randomised non-diabetic women
with a BMI over 30 kg/m2 to receive metformin initiated at
12–16 weeks’ gestation in order to determine its effect on fetal
birth weight. As a secondary outcome, it looked at the inci-
dence of adverse maternal outcomes, including pregnancy-
induced hypertension and pre-eclampsia. There was no statis-
tically significant reduction in the women receiving metfor-
min [28]. Conversely, a similar study randomising women
with a BMI over 35 kg/m2 to receive 3 g of metformin a day
from 12 to 18 weeks’ gestation until delivery, not only found a
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statistically significant lower incidence of pre-eclampsia but
also reduced weight gain during pregnancy [26].
A Cochrane review on the use of metformin in obese preg-
nant women conducted in 2017 included these two studies and
only one other study from Egypt, emphasising the paucity of
studies addressing this topic. They were able to include data
on 1099 participants and stated that metforminmaymake little
or no difference in the context of prevention of gestational
hypertension or pre-eclampsia in obese pregnant women
[29]. Since then, a systematic review and meta-analysis has
been published including 15 studies. Again, with regard to
obese pregnant women, no statistically significant difference
was demonstrated in treating hypertensive diseases in preg-
nancy with the use of metformin. The meta-analysis was able
to extrapolate that there was a high probability of over 90%
that metformin has a beneficial effect in preventing pre-
eclampsia, gestational hypertension, and any hypertensive dis-
ease in pregnancy, when compared to placebo or other treat-
ments. However, the low quality of evidence and the hetero-
geneity of the studied outcomes and results made it difficult to
make recommendations for wider use [30]. More research is
required in order to fully understand the impact that metformin
can have on its own or in combination with other treatments.
Statins
Statins have long been used in the primary and secondary
prevention of atherosclerotic cardiovascular disease [31].
Their use in women of childbearing age is increasing with
the rise in obesity and accompanying rise in cholesterol levels.
Although limited data is available with regard to their use and
safety in pregnancy, inadvertent exposure is occurring when
unplanned pregnancies occur [32].
Earlier studies found that there was an increased risk of
teratogenic effects following exposure to statins. This has
not been supported by more recent studies, and in fact, statins
have been shown to be safe and have therapeutic effects in the
context of pre-eclampsia in pre-clinical trials [32, 33].
Pravastatin in particular has been shown to have anti-inflam-
matory, anti-thrombogenic, and antioxidant effects resulting
in lower pre-eclampsia-related markers and improved endo-
thelial function [33]. The StAmP study is a multicentre UK
trial that recruited 62 women with singleton pregnancies di-
agnosed with pre-eclampsia between 24 and 32 weeks gesta-
tion in order to determine the clinical benefits of pravastatin in
pre-eclampsia. A publication with their outcome data is still
awaited [34]. A similar study in the USA, titled “Pravastatin
Table 1 Relative risks (95%
confidence intervals) of maternal
hypertensive disease in the
second pregnancy based on
increase in pre-pregnancy body
mass index (BMI) in women who
are nulliparous at baseline without
hypertensive disease in the first
pregnancy (n = 42,399) [14]
Outcome in the second pregnancy BMI change (in kg/m2)
< 1 1 to < 2 2 to < 3 > 3
Pre-eclampsia (n = 464)
Unadjusted 1.13 1.11 1.04 2.24
(0.84–1.50) (0.84–1.48) (0.72–1.49) (1.78–2.82)
Adjusted 0.84 0.98 0.87 1.64
(0.63–1.13) (0.74–1.31) (0.60–1.26) (1.27–2.11)
Gestational hypertension (n = 587)
Unadjusted 1.07 1.35 1.20 2.90
(0.81–1.40) (1.05–1.72) (0.87–1.65) (2.38–3.53)
Adjusted 0.78 1.24 1.03 2.24
(0.59–1.03) (0.97–1.59) (0.75–1.42) (1.82–2.76)
Adjusted for maternal race, inter-pregnancy interval, maternal age, marital status, smoking, and alcohol use during
the second pregnancy, pre-pregnancy BMI, gestational diabetes mellitus, pre-eclampsia, and gestational hyper-
tension in the first pregnancy
Table 2 Outcomes for hypertensive disease in trial group [25]
Outcome Aspirin group (n = 798) Placebo group (n = 822) Odds ratio (95% or 99% CI)*
Primary outcome: pre-eclampsia at < 37 weeks gestation 13 (1.6) 35 (4.3) 0.38 (0.20–0.74)
Secondary outcomes: pre-eclampsia at < 34 weeks gestation 3 (0.4) 15 (1.8) 0.18 (0.03–1.03)
Gestational hypertension at < 37 weeks gestation 8 (1.0) 7 (0.9) 1.19 (0.31–4.56)
Gestational hypertension at < 34 weeks gestation 2 (0.3) 2 (0.2) 1.02 (0.08–13.49)
*Confidence interval for primary outcomes 95% and secondary outcomes 99%
The values represent the actual numbers and those in the brackets represent percentage (%)
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for Prevention of Preeclamsia” is in its final stages [35]. The
outcomes from both of those studies will hopefully help to
guide the future use of statins in pregnancy.
Home Blood Pressure Monitoring
Historically, monitoring for hypertensive disease in pregnancy
has relied upon women’s regular attendance at antenatal visits,
with blood pressure checks at each visit. In women identified
as being at high risk of developing pre-eclampsia, more fre-
quent blood pressure measurements are recommended, but no
timings or intervals are specified [36]. In primary care settings,
the use of home blood pressure monitoring devices in the
management of hypertension has been incorporated as part
of a strategy to involve the patient in the management of their
own care. It has been used to good effect resulting in signifi-
cantly lower blood pressure readings compared to titration of
antihypertensive medication based on clinic readings alone
[37].
Extended to the pregnant population at risk of or having
already developed hypertensive disease, a home blood pres-
sure monitoring strategy can help to manage women more
accurately without increasing their risk of adverse outcomes.
As a secondary effect, it may also reduce the number of visits
to hospital in the context of outpatient monitoring and provide
a more acceptable way for women to monitor their blood
pressure [38]. There is evidence that home blood pressure
monitoring is safe provided the reference ranges for target
blood pressures are lower than in the clinic setting [37, 38].
In obese pregnant women, the use of an appropriate sized cuff
is important in ensuring accurate blood pressure readings [20].
Home blood pressure monitoring can not only enable clos-
er and more accurate monitoring, but can also help to enable
appropriate diagnosis and initiation of antihypertensive med-
ication. According to the NICE guidance, the first line medi-
cation in the treatment of hypertension in pregnancy is
labetalol, followed by nifedipine and methyldopa [39].
There is no particular mention regarding any difference in
the choice of antihypertensive therapy in the obese pregnant
woman. With the adjunct of a home blood pressure monitor
that has been validated for use in pregnancy and a specially
designed smartphone app, women’s blood pressure can be
monitored remotely and antihypertensive treatment can be
titrated appropriately without compromising safety [38].
This innovative pathway has also been shown to be cost sav-
ing in UK NHS healthcare setting [40].
Discussion
A range of different methods to tackle hypertension in obese
pregnant women have been put forward, some are more
effective than others. Insufficient resources have targeted the
provision of a holistic preconception counselling service. In
the few places where this service is provided, it is not being
accessed enough and women are not attending, as it is associ-
ated with the stigma of over-medicalisation and the fear of
pregnancy complications [9]. Pre-pregnancy counselling rep-
resents a unique window of opportunity to address weight
issues in order to enter a pregnancy in better health with the
prospect of better outcomes for bothmother and baby [13, 16].
It appears that limiting weight gain during the pregnancy itself
is too little of an intervention too late in the process [17, 18].
A number of pharmacological approaches are being intro-
duced. Aspirin at a dose of 150 mg once a day initiated before
16weeks gestation is by far the drugwith the most evidence of
being effective at reducing preterm pre-eclampsia [25].
Metformin has some promise but larger studies are needed
in the context of obesity in order to elucidate whether it truly
is beneficial in reducing hypertensive disease in pregnancy
[30]. The evidence from clinical trials for the use of statins is
awaited and also holds some promise based on pre-clinical
trials [33].
With the advent of smartphones and evolving technologies,
home blood pressure monitoring may become the mainstay of
the management of hypertensive diseases both during the
pregnancy and postnatally in the community [37, 38]. This
will hopefully achieve better blood pressure control and re-
duce the need for as many hospital visits without jeopardising
maternal and fetal outcomes [38].
It is clear that with a growing obese population, determin-
ing the most effective treatment options and lifestyle recom-
mendations will have increasing importance and is likely to
influence care pathways and service provision.
Conclusions
Obesity is a growing health concern that is affecting an in-
creasing number of pregnancies and presents a multi-faceted
challenge to providers of maternity care. It is associated with
multiple co-morbidities and has a direct linkwith hypertensive
disease of pregnancy. Individualised, holistic, preconception
care is lacking and needs to be more readily available.
Pregnancies identified as high risk for developing hyperten-
sive disease should be more closely monitored, possibly with
the help of home blood pressure monitoring, and low-dose
aspirin should be started before 16 weeks’ gestation. Further
research needs to be undertaken to determine the role that
metformin and statins have on reducing the risk of hyperten-
sive disease in pregnancy. Close ties between hospital and
community care, in the preconception, antenatal, and postnatal
periods, can support women to limit weight gain, make in-
formed choices and time first and subsequent pregnancies so
that they have optimised their health and reduced their BMI.
Curr Hypertens Rep           (2019) 21:24 Page 5 of 7    24 
Compliance with Ethical Standards
Conflict of Interest The authors declare no conflicts of interest relevant
to this manuscript.
Human and Animal Rights and Informed Consent This article does not
contain any studies with human or animal subjects performed by any of
the authors.
Open Access This article is distributed under the terms of the Creative
Commons At t r ibut ion 4 .0 In te rna t ional License (h t tp : / /
creativecommons.org/licenses/by/4.0/), which permits unrestricted use,
distribution, and reproduction in any medium, provided you give appro-
priate credit to the original author(s) and the source, provide a link to the
Creative Commons license, and indicate if changes were made.
References
1. (CMACE). C for MCE. Maternal obesity in the UK: Findings from




HuflYNY5fGcf5Bm6cYySqoWR5yobZ#0. Accessed 9 Oct 2018
2. Morgan KL, Rahman MA, Macey S, Atkinson MD, Hill RA,
Khanom A, et al. Obesity in pregnancy: a retrospective
prevalence-based study on health service utilisation and costs on
the NHS. BMJ Open. 2014;4(2):1–8.
3. NICE 2014. Obesity: identification , assessment and management.
2018;(November 2014):64. Available from: https://www.nice.org.
uk/guidance/cg189/resources/obesity-identification-assessment-
and-management. Accessed 22 Oct 2018
4. Moody A. Health survey for England 2015: adult overweight and
obesity. Natl Stat. 2016;(December):1–19. Available from: https://
digital.nhs.uk/data-and-information/publications/statistical/health-
survey-for-england/health-survey-for-england-2015.
5. Poston L, Caleyachetty R, Cnattingius S, Corvalán C, Uauy R,
Herring S, et al. Preconceptional and maternal obesity: epidemiol-
ogy and health consequences. Lancet Diabetes Endocrinol.
2016;4(12):1025–36.
6. Staff AC, Redman CWG, Williams D, Leeson P, Moe K,
Thilaganathan B, et al. Pregnancy and long-term maternal cardio-
vascular health: progress through harmonization of research co-
horts and biobanks. Hypertension. 2016;67(2):251–60.
7. Guideline development group. Cardiovascular disease: risk assess-
ment and reduction including lipid modification. 2014;(August
2015):1–50. Available from: http://www.nice.org.uk/guidance/
cg181/chapter/Introduction. Accessed 6 Nov 2018
8. Opray N, Grivell RM, Deussen AR, Dodd JM. Directed preconcep-
tion health programs and interventions for improving pregnancy
outcomes for women who are overweight or obese. Cochrane
Database Syst Rev. 2014;2014(1). Available from: https://www.
cochranelibrary.com/cdsr/doi/10.1002/14651858.CD010932.pub2/
epdf/full.
9. Steel A, Lucke J, Adams J. The prevalence and nature of the use of
preconception services by women with chronic health conditions:
an integrative review. BMC Womens Health. 2015;15(1):14.
10. Agnihotri S. Obesfile:///Users/glendale/Desktop/Personal/Chrissy/
Publications/Asma article/Articles/obese counselling.pdfity: time
to re-examine care for pregnant women. Br J Obes. 2016;1(3):94–8.
11. Schummers L, Hutcheon JA, Bodnar LM, Lieberman E, Himes KP.
Risk of adverse pregnancy outcomes by prepregnancy body mass
index: A population-based study to inform prepregnancy weight
loss counseling. Obstet. Gynecol. 2015;125:133–143. https://doi.
org/10.1097/AOG.0000000000000591.
12. Moussa HN, Alrais MA, Leon MG, Abbas EL, Sibai BM. Obesity
epidemic: impact from preconception to postpartum. Future Sci
OA. 2016;2(3):FSO137. Available from: http://www.future-
science.com/doi/10.4155/fsoa-2016-0035. Accessed 6 Nov 2018
13. McCowan LM, McKinlay CJ, Poston L. Interpregnancy weight
gain-a modifiable cause of stillbirth? Lancet. 2016;387(10018):
508–10.
14. Lynes C, McLain AC, Yeung EH, Albert P, Liu J, Boghossian NS.
Interpregnancy weight change and adverse maternal outcomes: a
retrospective cohort study. Ann Epidemiol. 2017;27(10):632–
637.e5.
15. Ren M, Li H, Cai W, Niu X, Ji W, Zhang Z, et al. Excessive
gestational weight gain in accordance with the IOM criteria and
the risk of hypertensive disorders of pregnancy: a meta-analysis.
BMC Pregnancy Childbirth. 2018;18(1):1–9.
16. Ma RCW, Schmidt MI, Tam WH, McIntyre HD, Catalano PM.
Clinical management of pregnancy in the obese mother: before
conception, during pregnancy, and post partum. Lancet Diabetes
Endocrinol. 2016;4(12):1037–49. Available from: https://doi.org/
10.1016/S2213-8587(16)30278-9.
17. Poston L, Bell R, Croker H, Flynn AC, Godfrey KM, Goff L, et al.
Effect of a behavioural intervention in obese pregnant women (the
UPBEAT study): a multicentre, randomised controlled trial. Lancet
Diabetes Endocrinol. 2015;3(10):767–77.
18. Dodd JM. Dietary and lifestyle advice for pregnant women who are
overweight or obese: the LIMIT randomized trial. Ann Nutr Metab.
2014;64(3–4):197–202. Available from: https://doi.org/10.1136/
bmj.g1285.
19. Gyamfi-Bannerman C, Manuck T. Low-dose aspirin use during
pregnancy. ACOG Committee Opinion No. 743. American
College of Obstetricians and Gynecologists. Obstet Gynecol
2018;132:e44–52.
20. Denison FC, Aedla NR, Keag O, Hor K, Reynolds RM, Milne A,
Diamond A, on behalf of the Royal College of Obstetricians and
Gynaecologists. Care ofWomen with Obesity in Pregnancy. Green‐
top Guideline No. 72. BJOG 2018. Accessed 9 Oct 2018
21. Yu CKH, Teoh TG, Robinson S, The Royal Australian and New
Zealand College of Obstetricians and Gynaecologists, Spellacy W,
Sewell M, et al. CMACE/RCOG Joint guideline: management of







22. Atallah A, Lecarpentier E, Goffinet F, Doret-Dion M, Gaucherand
P, Tsatsaris V. Aspirin for prevention of preeclampsia. Drugs.
2017;77(17):1819–31.
23. Duley L, Henderson-Smart DJ, Meher S, King JF. Antiplatelet
agents for preventing pre-eclampsia and its complications.
Cochrane Database Syst Rev. 2007;(2):CD004659.
24. Askie LM,Duley L, Henderson-Smart DJ, Stewart LA. Antiplatelet
agents for prevention of pre-eclampsia: a meta-analysis of individ-
ual patient data. Lancet. 2007;369(9575):1791–8.
25. Rolnik DL, Wright D, Poon LC, O’Gorman N, Syngelaki A, de
Paco Matallana C, et al. Aspirin versus placebo in pregnancies at
high risk for preterm preeclampsia. N Engl J Med. 2017;377(7):
613–22. Available from: http://www.nejm.org/doi/10.1056/
NEJMoa1704559. Accessed 2 Oct 2018
26. Syngelaki A, Nicolaides KH, Balani J, Hyer S, Akolekar R,
Kotecha R, et al. Metformin versus placebo in obese pregnant
women without diabetes mellitus. N Engl J Med. 2016;374(5):
   24 Page 6 of 7 Curr Hypertens Rep           (2019) 21:24 
434–43 Available from: http://www.nejm.org/doi/10.1056/
NEJMoa1509819. Accessed 2 Oct 2018
27. Viollet B, Guigas B, Garcia NS, Leclerc J, Foretz M, Andreelli F.
Cellular and molecular mechanisms of metformin: an overview.
Clin Sci. 2012;122(6):253–70 Available from: http://clinsci.org/
lookup/doi/10.1042/CS20110386. Accessed 1 Dec 2018
28. Chiswick C, Reynolds RM, Denison F, Drake AJ, Forbes S, Newby
DE, et al. Effect of metformin on maternal and fetal outcomes in
obese pregnant women (EMPOWaR): a randomised, double-blind,
placebo-controlled trial. Lancet Diabetes Endocrinol. 2015;3(10):
778–86.
29. A.J. E, R.M. G, J.M. D, A. D.Metformin for women who are obese
during pregnancy versus standard care for improving maternal and
infant outcomes - a systematic review. J Paediatr Child Health.
2013;49(7):94. Available from: http://ovidsp.ovid.com/ovidweb.
cgi?T=JS&PAGE=reference&D=emed11&NEWS=N&AN=
71033618. Accessed 1 Dec 2018
30. Kalafat E, Sukur YE, Abdi A, Thilaganathan B, Khalil A.
Metformin for the prevention of hypertensive disorders of pregnan-
cy in women with gestational diabetes and obesity: a systematic
review and meta-analysis. Ultrasound Obstet Gynecol.
2018;(April). Available from: http://doi.wiley.com/10.1002/uog.
19084. Accessed 1 Dec 2018
31. Collins R, Reith C, Emberson J, Armitage J, Baigent C, Blackwell
L, et al. Interpretation of the evidence for the efficacy and safety of
statin therapy. Lancet. 2016;388(10059):2532–61. Available from:
https://doi.org/10.1016/S0140-6736(16)31357-5.
32. Bateman BT, Hernandez-Diaz S, Fischer MA, Seely EW, Ecker JL,
Franklin JM, et al. Statins and congenital malformations: cohort
study. BMJ. 2015;350:h1035.
33. Katsi V, Georgountzos G, Kallistratos MS, Zerdes I, Makris T,
Manolis AJ, et al. The role of statins in prevention of preeclampsia:
a promise for the future? Front Pharmacol. 2017;8(MAY):1–6.
34. Ahmed A, Williams D. The StAmP trial: a proof of principle, dou-
ble-blind, randomised placebo-controlled, multi centre trial of
pravaStatin to ameliorate early onset pre-eclampsia [internet].
Clinical Trial Protocol. 2013. Available from: https://www.
clinicaltrialsregister.eu/ctr-search/trial/2009-012968-13/GB.
Accessed 1 Dec 2018
35. National Institute of Child Health and Human Development;
University of Texas, University of Pittsburgh, University of
Washington, Indiana University RI. Pravastatin for prevention of
preeclampsia [Internet]. 2012. Available from: http://www.
clinicaltrials.gov/ct2/show/NCT01717586. Accessed 1 Dec 2018
36. National Institute for Health and Care Excellence. NICE Guidance:
antenatal care for uncomplicated pregnancies. 2008;(March 2008):
45. Available from: https://www.nice.org.uk/guidance/cg62/
resources/antenatal-care-for-uncomplicated-pregnancies-
975564597445. Accessed 1 Dec 2018
37. McManus RJ, Mant J, Franssen M, Nickless A, Schwartz C,
Hodgkinson J, et al. Efficacy of self-monitored blood pressure, with
or without telemonitoring, for titration of antihypertensive medica-
tion (TASMINH4): an unmasked randomised controlled trial.
Lancet. 2018;391(10124):949–59.
38. Perry H, Sheehan E, Thilaganathan B, Khalil A. Home blood-
pressure monitoring in a hypertensive pregnant population.
Ultrasound Obstet Gynecol. 2018;51(4):524–30.
39. NICE 2010. Hypertension in pregnancy: diagnosis and manage-
ment. 2018;(August 2010). Available from: https://www.nice.org.
uk/guidance/cg107.
40. Xydopoulos G, Perry H, Sheehan E, Thilaganathan B, Fordham R,
Khalil A. Home blood-pressure monitoring in a hypertensive preg-
nant population: cost minimisation study [published online March
8, 2018]. Ultrasound Obstet Gynecol. 2018. https://doi.org/10.
1002/uog.19041, Available from: https://obgyn.onlinelibrary.
wiley.com/doi/abs/10.1002/uog.19041.
Publisher’s Note Springer Nature remains neutral with regard to juris-
dictional claims in published maps and institutional affiliations.
Curr Hypertens Rep           (2019) 21:24 Page 7 of 7    24 
